We report a case of haematemesis & melaena due to ectopic varices located in the duodenum in a patient with NASH related CLD. Duodenal varices are a rare but potentially serious consequence of portal hypertension in the event of a bleeding. The etiology of duodenal varices can be classified into hepatic (e.g. cirrhosis) or extra hepatic (e.g. portal, splenic or superior mesenteric vein thrombosis). Endoscopic injection sclerotherapy (EIS) and endoscopic variceal ligation (EVL) are widely accepted as primary therapies for esophageal variceal bleeding whereas bleeding gastric fundal varices are usually treated with cyanoacrylate injection or shunt procedures. However there is no widely accepted treatment modality for duodenal varices. In the case presented, we used injection sclerotherapy with ethanolamine oleate, to obliterate varices and control bleeding. A short review on the etiology pathogenesis and management of ectopic varices is presented.
, congested gastropathy and bleeding duodenal varices (Fig 1) .1 st session of sclerotherapy of duodenal varices with EVL of esophageal varices was done.
Patient was then shifted to cabin. Inj. stilamin was stopped after 72 hours. She was observed for another 3 days for any haematemesis & melaena. She was stable and discharged with advice of 2 nd session EVL and sclerotherapy.
Discussion:
Ectopic varices are natural large portosystemic venous collaterals which appear apart from the gastro esophageal region anywhere in the abdomen. 1 They are usually found in patients with portal hypertension although familial occurrence in the absence of portal hypertension has been reported. The prevalence of ectopic varices depends on the technique used for diagnosis and on the etiology of portal hypertension. It is reported to appear in 1% to 5% of cirrhotic patients and up to 20% to 30% of patients with extra hepatic portal hypertension. 2, 3 The location of the varices also depends on the cause of portal hypertension. 2 4 Bleeding can be fatal and mortality rates may reach 35% to 40%. [5] [6] [7] The duodenal bulb is the most common location of duodenal varices. Their frequency decreases at the distal duodenum. 8 They are usually located in the deeper layers of the duodenal wall, in contrast to the submucosal position of the esophageal varices. If they are not endoscopically seen, they have no clinical value, since they never bleed.The afferent vessel of the varix is usually the superior or inferior pancreaticoduodenal vein, the superior or inferior mesenteric vein and sometimes the gastroduodenal or pyloric veins. 9 The efferent vein drains into the inferior vena cava either directly or through the retroperitoneal veins. Duodenal varices seem to have smaller diameter and shorter length than esophageal varices. Wall tension (depending on the vessel size and the portal pressure) seems to be the major determinant of risk of rupture. 10 The formation of duodenal varices depends on the etiology of portal hypertension. In patients with extra hepatic portal hypertension varices spring from portal-to-portal anastomoses connecting afferent branches of the portal vein, upstream of the obstruction. In patients with previous abdominal surgery, adhesions can be formed between the bowel and the abdominal wall or between other abdominal structures drained by the systemic venous circulation. Collaterals, within the wall of the duodenum may open up. Finally, there have been reports of formation of duodenal varices after injection slcerotherapy or ligation of esophageal or gastric varices. 11 This is probably due to post-treatment alterations in the hemodynamic of portal flow.
Management of bleeding duodenal varices is difficult and depends on local expertise and the cause of portal hypertension. The optimal therapy has been debated in the literature. There are reports of treatment with injection sclerotherapy with different types of sclerosant agents such as ethanolamine, polidocanol, dextrose 50% solution with 3% sodium tetradecylsulfate, polidocanol/ thrombin. 12, 13 Emergency sclerotherapy has been shown to be useful as a first-line therapeutic measure in the treatment of bleeding duodenal varices. Endoscopic variceal ligation of ectopic varices has been reported, 14 but some authors believe that the banding technique is unsafe for large ectopic varices, since the entire varix cannot be banded and there is also a risk of causing a wide defect in the varix after sloughing off the band .1 Embolization therapy using radiological techniques is an alternative in the short term management of bleeding ectopic varices and controls bleeding in up to 94% of cases. 15, 16 However rebleeding rates over 1 year are high. If the patient continues to bleed, options include either using a TIPS or proceeding with surgery. Surgery is preferred in patients with Child-Pugh class A and in patients with extra hepatic portal vein thrombosis. In the review of Khouqeer 6 on the surgical treatment of duodenal varices, the portocaval shunt was the most effective method of preventing recurrent hemorrhage. TIPS are effective in controlling bleeding in the acutephase but up to 50% of TIPS will stenose in 6 months and long-term mortality is high, due mainly to poor liver function. 17, 18 Thus TIPS can be used in patients with Child-Pugh class B or C, who are candidates for liver transplantation, if endoscopic or radiological embolization therapy fail.
Conclusion:
The possibility of ectopic varices development with occult bleeding should not be overlooked in patients with portal hypertension. Surveillance endoscopic examinations should be scheduled and in addition to assessment for gastroesophageal varices, duodenum as well as other GI locations should be carefully evaluated for the presence of ectopic variceal bleeding. Our patient with bleeding duodenal varices was successfully treated by endoscopic injection sclerotherapy (EIS), though there is no widely accepted treatment modality.
